Acute myocardial infarction is a life-threatening condition. Coronary dissection after blunt chest trauma is a rare event. Chest pain is a common symptom after chest trauma, which may relate to chest contusion without cardiac injury or myocardial infarction. Differentiation between minor cardiac contusion and significant cardiac injury is difficult and it is a challenge for physicians to diagnose traumatic cardiac injury early. We report a case of a 40-year-old man suffering from coronary artery dissection after a blunt chest trauma and intracranial hemorrhage after percutaneous coronary intervention.
Introduction
Myocardial infarction caused by coronary artery dissection after blunt chest trauma is a rare life-threatening event.
Early detection of these patients is important with regard to selecting the appropriate treatment strategy, which may minimize myocardial damage and reduce mortality. We report a case of a 40-year-old man suffering from coronary artery dissection after a blunt chest trauma and intracranial hemorrhage after percutaneous coronary intervention.
Case Report
A previously healthy 40-year-old motorcycle rider had a collision with a truck 4 hours before transferring to the emergency department (ED). He presented with the chief complaint of chest tightness and dizziness and there was no loss of consciousness. The initial vital signs were as follows: body temperature 37 ; pulse rate 98 beats/min; respiratory rate 19 breaths/min; blood pressure 120/78 mmHg. The Glasgow Coma Scale was E4M5V6. The physical examination found multiple laceration and abrasion wounds on the face, scalp and extremities. Helical computed tomography scan of brain, chest and abdomen, confirmed that no traumatic internal bleeding had occurred. Laboratory data showed positive cardiac markers with a creatinine kinase/ creatinine kinase-MB isoenzyme level of 2,534/121 IU/L and troponin I of greater than 16 ng/mL. A 12-lead electrocardiogram ( Fig. 1 ) revealed ST elevation in leads I, aVL and V1-V6, which was compatible with acute anterior-lateral myocardial infarction. An emergency coronary angiography showed coronary artery dissection from the left main coronary artery (LMCA) to the left anterior descending artery (LAD) (Fig. 2 ) and stent deployment from LMCA to LAD was placed successfully (Fig. 3) . The loading dosage was prescribed as aspirin 300 mg and Clopidogrel 300 mg, followed by heparin 10,000 IU intravenous injection during percutaneous coronary intervention. Ten hours after percutaneous coronary intervention, he had a consciousness change. Repeat computed tomography scan of his brain (Fig. 4) revealed intracranial hemorrhage over the left frontotemporal and left occipital area. Emergent craniotomy with hematoma evacuation was done. He received rehabilitation after craniotomy and was discharged 50 days later. mia, cardiac rupture, valve injury, pericardial effusion with or without tamponade, pericarditis, and coronary artery injury leading to myocardial ischemia or infarction. Autopsy studies have revealed that the incidence of coronary artery injury secondary to blunt chest trauma is about 2% (1). Coronary artery injury resulting in myocardial infarction is an extremely rare complication of blunt chest trauma. Traumatic coronary injuries, including dissection of coronary artery, thrombus, focal spasm, vessel rupture and coronary embolism, can result in myocardial infarction. The mechanism of dissection is thought to be shearing of the coronary vessel wall, causing intimal tearing. The LAD coronary artery is the most commonly affected vessel (71.4%), followed by the right coronary artery (19%), left main artery (6.4%) and circumflex artery (3.2%) (2) . The most common clinical symptom is chest pain, which may relate to chest contusion without cardiac injury or myocardial infarction. Differentiation between minor cardiac contusion and significant cardiac injury is difficult and it is a challenge for physicians to diagnose traumatic cardiac injury early. Electrocardiogram and serial cardiac enzyme levels and hemodynamic status are usable clues in patients who have a high suspicion of cardiac injury.
Urgent coronary angiography is indicated if coronary artery dissection is highly suspected. Coronary artery bypass grafting, angiography with stent deployment, and conservative management are considered viable as treatment options for this condition. Percutaneous coronary intervention with stent deployment may be considered; but in fatal bleeding condition, coronary artery bypass graft surgery may be indicated.
Conservative management includes thrombolysis and observation if the patient is hemodynamically stable with minimal injuries. Because traumatic myocardial infarction can often be the result of an intimal tear or dissection, thrombolytic therapy is inadvisable because of the risk of bleeding from associated injuries.
In the present patient, the decision to receive angiography with stent deployment was based on two reasons. One is that left anterior descending lesions respond well to stent placement (3). The other is that our patient had no history of known coagulopathy or bleeding diathesis. The need for heparinization to receive angioplasty could result in an intracerebral hemorrhage with grave clinical consequences. The intra-cerebral hemorrhage in our patient might be related to the heparinization or delayed hemorrhage after brain contusion. Close observation of the consciousness and vital signs of the patient following angioplasty is necessary. Further management of intracranial hemorrhage may need further discussion.
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